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Abstract  
Choosing an intervention for a patient experiencing distressing symptoms and/or suffering 
with a mental disorder is part of routine practice for clinicians. While there are now many 
effective pharmacological and psychological therapies for mental health problems, 
syndromes and persistent physical symptoms (e.g. chronic pain), choosing the ‘right’ 
therapy can sometimes be a challenge. This can certainly be the case when it comes to 
psychological therapies. There are many different approaches to choose from and many 
have not been subjected to rigorous study.  
 
In this paper, we aim to help inform and guide the busy clinician in choosing a 
psychological therapy for their patient. We aim to achieve this goal by, (1) providing a 
brief overview of the major psychotherapy modalities, (2) considering which guidelines to 
refer to and which psychological therapies have been found to be most effective for the 
presenting problem(s) seen in clinic. And lastly, (3) we will discuss the limitations of the 
current guidelines when it comes to co-morbid presentations and consider how this can be 
best addressed.    
 
Introduction  
Pioneering work by Janet (1901) and Breuer and Freud (1895) demonstrated that non-
invasive treatment (i.e. ‘talking therapy’) could enable patients to overcome emotional and 
psychological disturbance. Following on from the work of these early pioneers there has 
been considerable progress in our understanding of what maintains common mental health 
conditions and syndromes, and how psychological therapies can help to treat such 
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difficulties. Progress, during the twentieth century, was made possible by advances in 
areas, such as, behavioural and cognitive psychology, refinement of psychoanalytic theory, 
existential philosophy, and the development of cybernetics and systems theory as applied 
to human psychology. As a result of this fertile period of development we now have many 
forms of psychotherapy, from arts therapies through to Zen therapy. Of these many and 
varied approaches a smaller number have been well developed and subjected to rigorous 
empirical study. In this article, we limit our focus to the major modalities.  
 
Broadly speaking, we can classify psychotherapy into four major modalities,  
 
(1) Psychoanalytic/psychodynamic  
(2) Cognitive and behavioural  
(3) Humanistic and existential  
(4) Systemic  
 
Each of these modalities should not be considered as representing a single therapeutic 
approach but rather a broad movement of therapies which have commonalties in regard to 
philosophical and theoretical underpinnings and/or therapeutic methods, techniques and 
strategies. To better understand these modalities, we will briefly summarise the approaches 
and then guide the reader on which guidelines to refer to when choosing an effective 
psychological therapy for their patients. After this we will consider some of the challenges 
that can occur when using the current guidelines and consider ways to address this.  
Psychoanalytic and psychodynamic 
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The psychoanalytic modality is a very broad and diverse movement of theories and 
approaches, ranging from, psychosexual and psychosocial formulations through to object 
relations and attachment theories. It is challenging to concisely summarise what unites 
these diverse approaches. What arguably is at the heart of the many sophisticated theories 
and nuanced accounts of the human condition and psychopathology postulated under this 
broad umbrella of approaches is the seemingly simple idea, that early experiences affect 
the developing intrapsychic world and that this subsequently influences and colours the 
experiences and behaviours of the present self. In a real and profound sense, the past is 
thought to influence the present. As human development is by its nature incremental, it 
occurs over a lifetime, and as much of mental life is unconscious, out of our awareness, it 
is arguable that the past, and moreover unconscious representations derived from past 
experiences, influence the present in terms of both ones internal world and external 
behaviour (Bateman & Holmes 2002).  
 
Treatment varies depending on the school of thought a therapist has been trained in and/or 
is working from (Gabbard, 2007). In general, during the course of therapy the therapist 
works together with the patient to enable them to explore and become conscious of what is 
contributing to their emotional responses and behaviours. Therapy may involve working 
towards resolving unconscious conflicts. To do this the therapist uses a number of methods 
and often can include exploring the patient’s transference to them. Transference is an 
intrapsychic phenomenon in which the patient transfers to the therapist, or someone 
important in their present life, the “conflict laden ideas and feelings that are more 
appropriate to someone important in the persons past” (Patton et al, 1992: p85). The 
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therapist may use transference, as well as countertransference (i.e. feelings evoked in the 
therapist), as a way to gain insight into the patient’s internal world and to uncover how the 
patient relates with significant others in their life. By the therapist sensitively interpreting 
for the patient the transference that is taking place, this may provide the patient an 
opportunity to become aware of their unconscious internal world and patterns of relating 
to others (Freud 1910).  
 
This process, of helping the patient make sense of how they feel, respond, and interact with 
other people the way that they do, is a complex one. It is all too easy for the patient to resist 
the process, and for example, respond with primitive defences, and/or seize upon 
something inconsequential to explain their feelings and behaviours. There are many 
reasons a patient may not want to explore and search for the unknown unconscious 
‘content’ for distressing feelings and behaviours, these include, painful memories, 
recognising difficulties in past and current relationships, and potentially confronting the 
‘negative’ side of personality, the sum of all those qualities we like to hide, that we are 
afraid of; the hated or feared parts of ourselves (Klein 1984) 
 
An important aspect of modern psychoanalytic/psychodynamic therapy is that it aims to 
facilitate an empathic containing therapeutic relationship (Bion 1962), where attachment is 
considered not only in terms of the patients past but also how it plays out in the consulting 
room (Ma 2006). Therapy provides an environment where the person can make sense of 
why they react the way they do, process distressing memories and experiences, and better 
understand themselves and their relationship with others, which may lead to an improved 
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integration of the self, where the person is less distressed and/or is better able to understand 
and tolerate such feelings. 
 
Cognitive and behavioural  
To understand the modern cognitive and behavioural approach it is useful to know a little 
about where its roots stem from. To do this it is important to firstly note that the cognitive 
and behavioural approach encompasses a broad umbrella of theories and therapies, it is not 
one discrete approach. In fact, prior to the development of the cognitive approach there was 
simply behaviour therapy. The origins of behaviour therapy stemmed from experimental 
psychology and physiology. Building on the findings of Pavlov (1927) and Watson and 
Rayner (1920) experimental research quickly led to clinical application. Mowrer (1947) 
drawing on classical and operant conditioning theory developed empirical formulations 
that cemented the foundations of behavioural therapy.  For example, providing an elegant 
theory of why fear persists and does not simply fade and extinguish. Within this framework 
it is argued that when people develop a fear they seek to avoid experiencing the unpleasant 
feeling, and through avoidance the conditioned response (i.e. fear) does not naturally 
extinguish and is maintained. Wolpe (1968) advanced the idea of developing a hierarchy 
of feared situations and using systematic desensitization paved the way to enable people to 
overcome their anxiety and fears through the use of exposure. That is, through exposure to 
the feared stimuli over time the fear/anxiety fades (i.e. the conditioned response 
extinguishes). After this, further refinements to behavioural therapy were developed and it 
has successfully been applied to treat a range of clinical problems. 
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As behavioural therapy began to be applied to a wide range of clinical problems it became 
apparent to many that a strictly behavioural approach was missing an important component, 
namely, it was overlooking the role of mental processes. Work by figures such as Ellis 
(1962) and Beck (1976, 1993), emphasized that cognitive processes played an important 
role in the development and maintenance of emotional disorders, and that therapy focused 
on cognitive factors, for instance, challenging unhelpful thinking (e.g. excessively negative 
thoughts, cognitive distortions etc.), could bring about behavioural change and symptom 
improvement. The adoption of the cognitive approach provided a dynamism that had been 
lacking before. This can be expressed simply in the following circular process - cognitive 
change influences behaviour, behaviour influences cognition, and they both affect 
emotions and physiology, which in turn influence cognition and behaviour.  The 
combination of both cognitive and behavioural components has enabled the development 
of sophisticated formulations and treatments for a wide range of mental disorders, 
unexplained and persistent physical symptoms, and long-term conditions. 
 
At the heart of the cognitive behavioural approach is an empirical focus. The experimental 
roots of this approach carry through into the consulting room. This occurs by routinely 
subjecting the approach to rigorous monitoring and scrutiny even at the level of individual 
therapy. For example, complex idiosyncratic formulations (i.e. a theoretical model of the 
patient’s problems) are developed collaboratively with the patient and draw on, in large 
part, findings from empirical research. This shared formulation seeks to make sense of the 
patient’s difficulties and will guide where and how to intervene.  A cognitive behavioural 
formulation is designed to be testable. That is, it enables a clear framework for the patient 
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to test if the intervention, the cognitive and behavioural strategies and techniques, are 
effective in overcoming the presenting problem(s) and in achieving treatment goals (e.g. 
improvement in symptoms, reducing associated distress, increasing functioning etc.).  
 
Humanistic and existential approaches 
Humanistic and existential approaches are another broad grouping of therapies. The roots 
here can be traced back to continental philosophy. Humanistic therapy assumes quite an 
optimistic view of the human condition, one where people are naturally striving towards 
growth, fulfilment, and actualization; therapy within this approach aims to remove barriers 
to this growth and enable the person to move towards self-actualisation. An underlying 
assumption of this approach is that human beings have an inbuilt propensity towards self-
realization (Horney 1999) and that with the right environment, the right conditions, the 
person can surmount their difficulties, and grow and develop as a person. Therapy within 
this approach seeks to provide these conditions. That is, the patient by being accurately 
empathized with, listened to with unconditional positive regard by a therapist who is being 
genuine and congruent, provides the necessary conditions for the person to discover for 
themselves how to overcome their difficulties and develop (Rogers 1951). While the 
conditions for therapy that Rogers describes within this approach is likely important to 
foster a good therapeutic relationship, that these conditions are considered sufficient for 
effective therapeutic change is not as well supported.  
 
Existential approaches in contrast to the humanistic approach are often seen as being more 
firmly rooted in weighty philosophical origins, and that they are more concerned with 
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ontological and ontic inquiry, a search for meaning, and take a more nuanced view of the 
human condition. However, while there is indeed some truth to this, particularly in regards 
to the British school (Spinelli 2014), the focus on supporting people to non-judgmentally 
examine the view they hold of themselves, of life, their relationship with others, and the 
narratives and meanings they construct, have many parallels and similarities with 
humanistic approaches, perhaps not surprising given their shared philosophical roots.  
 
Both humanistic and existential therapies place an emphasis on meaning and subjective 
experience, and seek to explore with the patient their unique experience of being-in- the-
world. Therapy from these approaches amongst other things aims to support people to take 
responsibility for making their own choices and choosing how they want to act. These are 
approaches not fixated with strategies and techniques, which are a common feature of other 
approaches (e.g. cognitive behavioural therapy). And while they are insight orientated 
therapies, in contrast to psychoanalytic approaches, interpretation is de-emphasised and 
subjective exploration is arguably given even greater emphasis, and it is through this 
process of explorative enquiry that leads to fresh insight, and with it the freedom for the 
person to choose how they will respond and act in light of this insight. 
 
Systemic approaches 
While the other psychotherapy approaches presented here have many differences, some 
explicitly obvious and others more nuanced, what they share in common is a focus on the 
individual. They often seek to understand the person’s symptoms and problems as arising 
from within the individual, for example, as a result of psychological processes and/or 
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because of unhelpful behaviours, and interventions tend to focus on working with the 
individual patient to address their difficulties. Systemic approaches can be seen to stand in 
contrast to these other psychotherapy approaches presented here. Some consider systemic 
and family therapy approaches to be radically different (Stratton 2011). Rather than 
focusing solely on the individual such approaches take a wider focus. From a systems 
perspective, the individual is viewed to be affected by the setting and contexts, the systems, 
they find themselves in. The individual is seen as affected by their relationship and 
interaction with others in the systems they are in, and they also affect the other individuals 
in these systems.  
 
Some theorists have even postulated that the symptoms an individual experiences may arise 
from how other people interact with the individual and/or that certain types of systems, 
specifically certain families, are associated with certain disorders, for example, 
‘psychosomatic families’  (Minuchin et al 1978). However, there is little to no empirical 
evidence to support this. Most modern systemic theory and family therapy typically allows 
for the possibility that the original problem may have arisen for any number of reasons but 
it can be maintained or exacerbated by how those in the system interact with one another, 
and these interactions are assumed to be driven by a range of beliefs and narratives held by 
those in the system.   
 
Systemic intervention is most often carried out with families and couples but it has even 
been adapted to work with individuals by supporting the individual to become more aware 
of the wider social context and their relationships with others in various family and social 
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systems (Jenkins & Asen 1992). While there are many forms of systemic and family 
therapy approaches, a key feature is supporting individuals in the system to better 
understand how they relate to one another, to deemphasise the focus on pathology and/or 
blaming one particular person (i.e. the identified patient), and then drawing on this 
understanding to enable those in the system to improve their way of relating to one another, 
and as ways of relating improve it is assumed that this will address the presenting problem 
(e.g. in the case of disturbing symptoms experienced by a member of a family, these should 
fade or become less problematic) (Carr 2008).  
 
Similarities - the major modalities 
 
While it is clear that there are many differences across the major modalities there are 
similarities too. For instance, it is now widely accepted that an individual’s experience, 
from the earliest moments onwards affects how one thinks and acts, relates to  others and 
how one is treated. Attachment theory has influenced the major schools of therapy, Even 
if it’s not always explicitly referenced the influence of this theory is present in many 
modern formulations which seek to understand the patients past relationships and their 
current ones, including the relationship in the consulting room (Ma 2006). There is also a 
growing appreciation of the role of unconscious processes across the psychotherapy 
modalities, although here considerable diversity exists regarding the conceptualisation of 
the unconscious and its role in therapy (e.g. Power & Brewin 1991; Flaskas 2005).  
 
Systemic elements are either implicitly or explicitly acknowledged and incorporated into 
theory across the modalities. That is, even in the therapies which predominantly focus on 
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working at the individual level, an understanding of how the person relates to the systems 
they are in and how these systems impact on the person is typically considered and 
incorporated into therapy (i.e. there is commonly an appreciation of the influence of 
systems such as family, work, school etc. on the individual). There have even been attempts 
at integrating systemic elements more formally into other approaches (e.g. see Dummett 
2005).  
 
Couples, families and group therapy  
Whether the therapy is carried out with individuals, couples, family or groups, it often has 
its roots in one of the major modalities, whether it be cognitive behavioural (e.g. 
behavioural couples therapy, cognitive behavioural approaches to family therapy), 
psychoanalytic/psychodynamic (e.g. group analytic psychotherapy), or systemic (e.g. 
systemic family therapy). In terms of groups, the group can be where the intervention takes 
place, for example a psycho-educational group where people can learn about a specific 
presenting problem, talk about their difficulties and develop ways to better cope, or where 
being part of the group itself is the therapy. When it comes to deciding on whether a patient 
should be referred for individual, couples, family or group therapy, this should be guided 
by the assessment and formulation (i.e. which format is most suitable for the patient and 
their presenting problem), and the evidence regarding effectiveness and guidelines (this 
will be covered later in this paper). When deciding on which format to refer a patient to, it 
is crucial that the patients (service user) preference is always taken into consideration and 
wherever possible followed. In addition to individual, couples, family and group therapies, 
there are also therapeutic communities (Pearce et al 2017). 
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 Distinct and Standalone Therapies 
A number of distinct and effective therapies have developed under the broad umbrella of 
the major modalities. For instance, stemming from psychoanalytic/psychodynamic roots is 
brief psychodynamic therapy (Leichsenring et al 2004), from cognitive and behavioural 
roots, dialectical behaviour therapy, acceptance and commitment therapy, and mindfulness 
based cognitive therapy (Oei & Dingle 2008; Ost 2008; Hacker et al 2016). Then there are 
therapies which draw on at least two of the major modalities, such as, cognitive analytic 
therapy, interpersonal therapy, schema focused therapy and mentalization-based therapy 
(Taylor et al 2017; Ali and Findlay 2016; Cristea et al 2017). There are also therapies that 
developed outside of the major modalities, for example, eye movement desensitization and 
reprocessing therapy, art therapies, as well as mindfulness based approaches unrelated to 
cognitive behavioural therapy, the latter of which have equivocal support but recent data 
suggests they appear that they could be promising evidence-based treatments (Goldberg et 
al 2017). Carr (2008) and Roth and Fonaghy (2005) provide a good summary and review 
of many forms of psychological therapy. 
 
Research evidence – what works and for whom 
There is evidence that most of the major psychotherapy approaches are effective for people 
presenting with a range of psychological problems (Carr 2008; Roth and Fonagy 2005). 
Evidence from randomised control trials and meta-analyses provide support for the 
effectiveness of the systemic approach (Shadish & Baldwin 2003), humanistic therapy 
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(Elliot et al 2013), existential therapy (Vos et al 2015), psychodynamic therapy 
(Leichsenring et al 2004) and cognitive behavioural therapy (Butler et al 2006).  
 
However, while there is evidence that most of the major psychotherapy approaches are 
effective this does not mean that there is a ‘dodo bird verdict’, that is, there is not 
psychotherapy equivalence when it comes to outcomes. Some approaches are more 
effective than others when it comes to treating certain presenting problems. Additionally, 
given the nature of the scientific method, the evidence to support a form of psychotherapy 
is not static but changeable in light of accumulating data and how this data is selected and 
interpreted. A good example of this is provided by Johnsen and Friborg (2015) who 
presented a meta-analysis suggesting that cognitive behavioural therapy was becoming less 
effective, but Cristea et al (2017) argued that this was not the case, after they used a 
different and arguably more rigorous methodology, for example, they restricted their 
review to include only randomised controlled trials.  
 
At present, there is compelling evidence that for certain problems some therapies are more 
effective than others. In the UK, the National Institute of Health and Care Excellence 
(NICE) and the Scottish Intercollegiate Guidelines Network (SIGN) have carried out 
rigorous systematic reviews of the existing scientific literature and developed evidence-
based guidelines for what therapies appear to be most effective for presenting problems 
commonly seen in clinic. We would recommend clinicians particularly those working in 
the UK, be familiar with this guidance and consult with these guidelines to determine which 
therapy to use depending on the presenting problem.  NICE guidance has a wider breath of 
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guidance than SIGN, and provides good guidelines for many common presentations seen 
in clinic, including, generalised anxiety disorder, depression social anxiety disorder, 
obsessive-compulsive disorder, post-traumatic stress disorder, eating disorders, personality 
disorders, psychosis/schizophrenia, and chronic fatigue syndrome. Some examples of the 
guidance are provided below. 
 
NICE (2009a) guidance on treating depression in adults recommends several evidence-
based psychological therapies. For mild to moderate depression, initially it is recommended 
that ‘low-intensity’ interventions be trialled which include, cognitive and behavioural 
guided self-help and computerised cognitive behaviour therapy. If this has not been 
effective, or if the patient has moderate to severe symptoms, then a ‘high-intensity’ 
intervention should be considered, such as, cognitive behavioural therapy, interpersonal 
therapy, behavioural couples therapy for those whose relationship may be contributing to 
or maintaining depression. For patients with mild to moderate depression who decline these 
therapies, it is recommended that one consider short-term psychodynamic psychotherapy. 
For psychosis in adults, if a person is considered to be at an increased risk of developing 
psychosis, cognitive behavioural therapy with or without family intervention should be 
offered, and for those people experiencing psychosis, cognitive behavioural therapy, family 
intervention, and art therapies are recommended (NICE 2014). There is encouraging 
evidence for dialectical behaviour therapy and mentalization-based therapy for borderline 
personality disorder (NICE 2009b; Ali and Findlay 2016). For post-traumatic stress 
disorder, cognitive behavioural therapy and eye movement desensitisation and 
reprocessing therapy are recommended (NICE 2005b). For social anxiety disorder, 
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individual cognitive behavioural therapy is recommended (specifically the Clark and Wells 
model or Heimberg model for adults) and for those who decline this, short-term 
psychodynamic psychotherapy that has been developed to treat social anxiety disorder 
should be considered. For obsessive compulsive disorder, cognitive behavioural therapy 
(including exposure and response prevention) is recommended. Cognitive behavioural 
therapy is also recommended for chronic fatigue syndrome (NICE 2007).  
 
This is just a sample of the guidelines and what is evident is that there are certain therapies 
which, according to current evidence, are more effective for some presentations than 
others. Keeping up to date with the current guidance is important. For presenting problems 
not addressed by the guidelines the Cochrane Library is an excellent resource to consult.  
 
Considering complexity: the shortcomings of guidelines and how to address this 
A number of important questions arise when using NICE and related guidance in clinical 
practice. We will consider here the three that are most often asked of us when discussing 
the topic. The first is, regardless of the presenting problem (e.g. depression, chronic 
fatigue), are there certain people who are more or less likely to benefit from psychological 
therapy? The second question is, what should one do when there is comorbidity given the 
guidelines are disorder specific? And related to this, thirdly, is it not best in complex cases 
to integrate therapies and/or tackle transdiagnostic processes (i.e. a symptom or problem 
based approach) to improve outcomes?  
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Firstly, in regard to whether there are certain people who are more or less likely to benefit 
from psychotherapy than others. While some research has been carried out in this area (e.g. 
Blenkiron 1999), there is presently insufficient evidence to make any firm 
recommendations. Therefore, it is important to consider and offer psychological therapy to 
all patients where evidence-based approaches exist to address the problems they are 
experiencing. However, it is of course imperative to adapt therapy to ensure it is 
developmentally appropriate and that it is tailored to the patient’s intellectual ability and 
that sufficient support and motivation are provided to enhance engagement.  
 
Regarding the second question of what should one do when there is comorbidity and 
complexity given the guidelines are disorder specific. Firstly, it should be acknowledged 
that because the guidelines are disorder specific this is a significant shortcoming when 
considering a therapy for someone with comorbid presentations. It invariably presents 
challenges given that the clinical reality is that comorbid and complex presentations are 
commonly seen in clinic.  
 
There has been a growing unease in recent years about the validity and usefulness of 
diagnostic categories which the guidelines stem from. While we think it would be foolish 
to abandon the current diagnostic system because of shortcomings, and figuratively throw 
the baby out with the bath water, there does appear to be a need to modify the current 
system and perhaps a move towards a dimensional approach would be advisable. DSM 5 
in spite of its many flaws has made efforts to incorporate the dimensional approach to 
diagnosis and classification, although these efforts have not been without criticism.  
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The clinical reality is that comorbidity and complexity is the norm and not the exception. 
Many clinicians reading this paper will regularly see patients with multiple diagnoses. It is 
arguable though that perhaps what we are looking at is not always truly multiple disorders 
but rather multiple symptoms which may have a common aetiology and/or are being 
maintained by common processes and as such the present diagnostic system and current 
guidelines don’t always adequately address this. 
 
However, even when there is complexity and comorbidity it is often possible to identify 
specific problems where NICE guidelines can be applied and effective therapies trialled 
that a patient may benefit from. Given the present diagnostic system as it stands, there is a 
necessity for impartial guidelines informed and guided by a rigorous scientific 
methodology that reviews the evidence to aid clinical decision making, and which ensures 
that where possible evidence-based therapies are provided to patients. At present, NICE 
and SIGN provide this function and their evidence-based guidelines are, within the existing 
parameters, fit for purpose.  
 
There may be some clinicians reading this paper whose role when choosing a psychological 
therapy for their patient may be limited to assessing, diagnosing, developing a formulation, 
and then referring patients for treatment to appropriate specialist services. In these 
circumstances, in addition to having knowledge of local and national psychotherapy 
services that are able to provide the recommended therapy, it will probably be sufficient to 
be guided by NICE and SIGN guidelines. However, as we have highlighted the guidelines 
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can be found to be lacking when a patient presents with complexity and comorbid 
conditions. Referring to the Cochrane library might be of help here as well as discussing 
the case with colleagues who have expertise in psychological therapy.  
 
We would argue that for those delivering psychological therapy it is important when 
assessing and formulating to see if it is possible to identify specific problems where NICE 
guidance could be followed. Therefore, if during the process of assessment and formulation 
it becomes apparent that there are specific well-defined problems present (e.g. a patient 
experiencing persistent panic attacks and depression as part of a complex trauma 
presentation) then serious consideration should be given to addressing the problems where 
guidance exists and following protocols as recommended by relevant guidelines and high-
quality reviews (e.g. NICE and SIGN guidelines).  In such a situation following treatment 
protocols and addressing presenting problems in a somewhat progressive manner may 
prove effective, for instance, addressing the most distressing or disabling problem first. 
This approach is echoed in the NICE guidelines. For example, in the NICE (2009) guidance 
for treating depression in adults it is recommended that when a patient presents with 
depression and symptoms of anxiety then the first priority should usually be to treat the 
depression, however, it is acknowledged that it might be more appropriate to treat the 
anxiety difficulties first, and doing so may likely improve depressive symptoms. When it 
comes to complex presentations where there is not clear guidance, for example, a patient 
referred with behavioural problems and disparate symptoms that do not fit diagnostic 
categories and where current guidelines are not available then taking a formulation driven 
and transdiagnostic approach may prove beneficial.  
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Formulation 
Formulation can aid in the understanding of a patient’s difficulties, identify what may be 
contributing to, exacerbating, and/or maintaining problems, and help prioritise and select 
where to intervene (Butler 1998). As Mace and Binyon (2005) point out formulation can 
be carried out before commencing psychotherapy.  It is not only a skill for clinical 
psychologists and psychotherapists, but is a key clinical skill for all psychiatrists. There are 
many different ways to formulate (for example, Johnstone and Dallos 2006). We would 
recommend that formulation be developed collaboratively with the patient and be what 
guides and informs intervention, and that the intervention should be evidenced-based and 
appropriate to addressing the presenting problem.  
Transdiagnostic approach and psychotherapy integration. 
Taking a transdiagnostic approach (i.e. a symptom or problem based approach) may prove 
effective, particularly for complex presentations. A transdiagnostic approach involves 
examining for common factors which appear to contribute to and/or maintain symptoms 
and developing an idiosyncratic formulation of presenting difficulties to guide on where to 
intervene. Intervention can then address the cognitive, behavioural, interpersonal and social 
factors which appear to be exacerbating and/or maintaining symptoms (e.g. Barlow, 2010).  
 
If assessment and formulation suggest there is a good rationale to consider integrating from 
a number of therapeutic approaches, there are a number of considerations to keep in mind 
when embarking on this approach. When one considers the psychotherapy approaches 
presented in this paper, it should be apparent that a complete integration between any or all 
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of these approaches would be a challenge. Epistemological incompatibilities abound, and 
distinct differences exist regarding how presenting problems are conceptualised and how 
interventions and treatment is carried out. In spite of these challenges, efforts have been 
made to combine and integrate approaches. This is in part because all psychotherapy 
approaches have both strengths and limitations and no single approach is suitable for all 
patients.  Additionally, while there are many differences between therapies there are also 
similarities. That is, common factors do exist across psychotherapies.  
 
A number of frameworks have been advanced to aid psychotherapy integration. These 
include, theoretical integration (integrating at the theory level), technical eclecticism 
(applying approaches that seem likely to be effective regardless of the theoretical 
underpinnings), and assimilative integration (having expertise in one form of 
psychotherapy and using this as a foundation while pragmatically drawing on and 
incorporating aspects from other approaches) (Norcross & Goldfried 2005). Assimilative 
integration has been considered a good theoretical and empirically based integrative 
approach (Lampropoulos 2001). Assimilative integration enables one to have a secure 
theoretical base, while then carefully selecting effective elements from other approaches.  
 
However, before a clinician attempts an integrative approach, it is important that they have 
the sufficient knowledge, skills and competence, in at least one if not two 
psychotherapeutic approaches. Additionally, they should have developed a detailed 
formulation, and have a clear rationale for using an integrative approach. University 
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College London’s online competence frameworks available at www.ucl.ac.uk is a useful 
resource to consult.  
 
Conclusion  
Choosing the most suitable psychological therapy for a patient can sometimes be a 
challenge for clinicians. Recent advancements in the rigour of assessing which 
psychological therapies are most effective for specific conditions has made this decision 
making easier. Certain psychological therapies have been found to be more effective than 
other approaches. Consulting relevant guidelines and high-quality reviews, such as, those 
from the National Institute for Health and Care Excellence, Scottish Intercollegiate 
Guidelines Network, and the Cochrane Library is recommended before commencing 
treatment or referring a patient for psychological therapy. This should ensure that the 
patient will be provided with the most effective evidence-based therapy. If specific well-
defined problems are present (e.g. panic disorder, obsessive compulsive disorder etc.) then 
consideration should be given to addressing these following protocols recommended by 
relevant guidelines and high-quality reviews.  
 
With complex presentations, particularly featuring comorbidity, it may prove effective to 
take a parsimonious approach and treat the most distressing and/or disabling problem first 
(e.g. depression, social anxiety etc.), following treatment protocols and addressing 
presenting problems in a somewhat progressive manner. However, identifying underlying 
factors/processes and addressing these might prove to be more effective. What is crucial is 
the use of formulation. In all clinical work formulation is important but when any 
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complexity is present it is vital as it should be what guides and informs intervention 
(Johnstone, 2006). Intervention should where possible be evidenced-based and appropriate 
to addressing the presenting problem. Where indicated taking a transdiagnostic approach 
(i.e. examining for symptoms or common factors which appear to contribute to and/or 
maintain symptoms) and/or integrating therapeutic approaches may prove effective, 
however, caution and careful consideration is advised here for the novice therapist. For 
complex presentations, it would be best that only an experienced specialist in psychological 
therapy should treat the patient. If a less experienced therapist undertakes such work close 
clinical supervision from an experienced therapist is recommended. 
 
When choosing a psychological therapy, in addition to assessment, formulation, and 
consulting guidelines, it is also important to consider patient preference, for example, some 
patients may prefer not to attend for a specific therapy or prefer to attend for individual 
therapy and not want to attend for group therapy. It is equally important that, in the absence 
of compelling evidence, patients are not excluded from being offered psychological therapy 
based on their history, background or diagnosis. Whatever therapy is chosen the routine 
monitoring of clinically relevant outcomes is recommended.  
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Q1) All psychological therapies are equally effective for treating obsessive-compulsive 
disorder 
 
1. Yes, that's true  
2. No, the evidence is that existential therapy works best 
3. A systemic approach is recommended by NICE as the first line psychological 
therapy 
4. Cognitive behavioural therapy is the most effective psychological therapy for 
OCD 
5. Cognitive behavioural therapy is most effective when combined with 
psychoanalytic therapy 
 
• Answer = 4 
 
Q2) The therapeutic relationship is not that important for psychotherapy to be effective  
 
1. This is true, it is not that important in modern psychological therapies  
2. It is only a concern for psychoanalytic/psychodynamic and humanistic approaches 
3. It is crucial to pay attention to and foster the therapeutic relationship as it is 
central to effective psychological therapy  
4. It is only important to consider if the patient is not engaging well in therapy 
5. It is of little importance in cognitive behavioural therapy 
 
• Answer = 3 
 
Q3) A transdiagnostic approach is a recommended approach for complex cases 
 
1. It is likely to be particularly suitable for complex cases and when comorbidity is 
present  
2. Only to be used when there is no evidence of comorbidity 
3. It should never be used 
4. A transdiagnostic approach can be used for anxiety disorders but not depression 
5. It is only suitable for emotional problems and not persistent and unexplained 
physical symptoms  
• Answer = 1 
 
Q4) Short-term psychodynamic therapy is the most effective therapy for treating social 
anxiety disorder  
 
1. Yes, that's true 
2. No, the evidence is that short-term psychodynamic therapy is not at all effective 
3. No it is not, existential therapy is recommended by NICE as the most clinically 
effective and cost-effective psychological therapy 
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4. It is not the most effective but is more effective than the Clark and Wells model of 
cognitive therapy  
5. It is effective but cognitive behavioural therapy is more effective, particularly the 
Clark and Wells model or Heimberg model 
• Answer = 5 
 
Q5) Systemic approaches should never be integrated with other approaches 
 
1. That is well supported by the available evidence  
2. Only with humanistic and existential approaches as they are epistemologically 
compatible  
3. Only with psychoanalytic/psychodynamic approaches  as they are 
epistemologically compatible  
4. Most major therapeutic modalities incorporate systemic elements implicitly or 
explicitly, and there have even been attempts to formally incorporate it with other 
approaches 
5. Elements can be integrated with most approaches except cognitive behavioural 
therapy 
• Answer = 4 
 
 
